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Introduction 
Coeliac axis aneurysms are rare. The optimal treat- 
ment is aneurysmectomy and bypass grafting. Here, 
we report a patient with an asymptomatic coeliac axis 
aneurysm and severe chronic obstructive pulmonary 
disease (COPD), precluding a standard aneurysmect- 
omy, who was treated with sequential occlusion by 
transluminal placement of embolisation coils. One 
year later, the patient is asymptomatic with no 
evidence of rupture or intestinal ischaemia. 
Case Report 
The patient was a 72-year-old male with a history of 
pulmonary tuberculosis. He had suffered from COPD 
for the past 10 years. Approximately 1 month prior to 
admission the patient began to experience a 
"weighty" pain localised to the right hypochondrium 
and right flank accompanied by post-prandial dys- 
pepsia. An ultrasound examination showed an equiw 
ocal unhomogeneous hypoechogenic ovoid mass, 5 × 
6 × 5 cm with well-defined margins. Laboratory 
values were within normal imits with the exception of 
a slightly elevated amylase (266.9 IU/1) and an 
elevated alkaline phosphatase (192 IU/1). 
The patient underwent contrast enhanced CT which 
revealed a normal abdominal aorta and aneurysmal 
dilatation of the coeliac axis, measuring approx- 
imately 6 cm with a true lumen calibre of 2 cm. The 
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aneurysm was seen to compress the posterior wall of 
the stomach and displace the stomach anteriorly (Fig. 
1). The only finding of note on physical examination 
was an epigastric expansile pulsation on deep palpa- 
tion. Arteriography was performed on March 1992, 
which confirmed a 5 cm aneurysm of the coeliac axis, 
originating approximately 4 cm from the aorta. The 
common hepatic, splenic and left gastric arteries arose 
from the superior pole of the aneurysm (Fig. 2). 
In light of the patient's condition (emphysema, with 
considerably impaired ventilatory parameters on pul- 
monary function testing) which mitigated against 
surgery, it was decided to attempt embolisation of the 
aneurysm. Following selective catheterisation f the 
coeliac axis the splenic artery was embolised with 
Fig. 1. Angio-CT: large mass with a diameter of approximately 6 c , 
and true internal diameter of approximately 2 era. Themass is 
contiguos to the posterior wall of the stomach, displacing it 
anteriorly. 
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Fig. 2. Selective arteriography of the coeliac trunk: Embolisation f 
the aneurysm, the splenic artery, and the left gastric artery. 
both MWCE 0.0038 inch. 4cm-3mm and MWCE 0.038 
inch. 10 cm-15 mm steel Allison detachable coils 
(William Cook Inc., Bloomigton, IN, U.S.A.). During 
placement of a third coil the catheter was displaced 
and the coil's proximal tip came to project about I cm 
into the aortic lumen. 
Arteriography was repeated 3 days later. The third 
coil projecting into the aorta was removed via a 
combined bilateral transfemoral pproach, after which 
the aneurysm was embolised using six MWCE 0.038 
inch., 10 cm-15 mm and four MWCE 0.038 inch., 5 cm- 
5 mm steel coils. A balloon katheter (Torcon EBP7 
0.032 inch. 80 cm C2, William Cook Inc) was inflated 
so as to occlude the aneurysm for 20 rain, allowing for 
formation of a thrombus. After this procedure the 
aneurysm was almost completely thrombosed while 
normal blood flow was preserved in the left gastric 
artery. 
The patient was discharged in satisfactory condition 
and with normal laboratory values. One month later, a 
follow-up colour Doppler examination showed that 
the aneurysm had been adequately embolised. Six 
months later the patient underwent a follow-up 
arteriography which showed partial patency of the 
coeliac axis. The splenic and common hepatic arteries 
appeared thrombosed as a result of the previous teel 
coil embolisation. Arteriography of the superior mes- 
enteric artery showed excellent revascularisation f 
the proper hepatic artery via the gastroduodenal and 
inferior pancreaticoduodenal arteries. The partially- 
patent coeliac axis aneurysm appeared to be supplied 
by the left gastric artery which was therefore embo- 
lised with two Allison coils MWCE 0.038 inch., 4 cm-3 
mm. Five embolisation coils MWCE 0.038 inch., 10 cm- 
15 mm were then placed inside the aneurysm and a 
Fig. 3. Selective arteriography with embolisation f the left gastric 
artery and complete embolisation f the aneurysm. 
balloon catheter (Torcon 0.032 inch., 80 cm C2) was 
inflated to occlude the coeliac axis at its origin; 2 ml of 
alcohol were then injected into the aneurysm for rapid 
thrombus formation. The balloon catheter was 
deflated approximately 20min later, after controlling 
for thrombus formation (Fig. 3). One month later a 
follow-up colour Doppler examination showed a 
thrombosed aneurysm without blood flow in the 
vessels emerging from the coeliac axis. 
One year later the patient was in good health. 
Hepatic and pancreatic laboratory parameters con- 
tinued to be within normal imits. A colour Doppler 
examination showed the aneurysmal cavity to have 
been completely embolised with a very small flow 
signal emanating from the left gastric artery. The last 
Doppler assessment, performed 40 months after 
embolisation, showed no signs of blood flow. 
Discussion 
Aneurysms of the coeliac axis are rare, comprising just 
4% 1 of all splanchnic artery aneurysms. Since the first 
post-mortem report by Lietaud (1767) 2 118 cases have 
been reported: 60 before 1950 and 58 after that date. 3
In the pre-1950 period there was a clear-cut difference 
in the sex distribution with a male-to-female ratio of 9 
to 1. This ratio has decreased in more recent times to2 
to 1. This more recent sex distribution, combined with 
a higher incidence in the over-50 age group, reflects a 
shift in aetiology from infectious (syphilis, tuberculo- 
sis) to atherosclerotic, but 40% of cases continue to be 
of unknown aetiology. 3'4 
Regardless of the aetiology, most cases of coeliac 
axis aneurysm do not present with a well-defined 
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clinical picture. The patients' complaints are fre- 
quently mistaken for the more typical symptoms of 
cholecystitis or pancratitis; e.g. vague epigastric dis- 
comfort extending to the back. Given their rarity and 
the fact that they produce so few symptoms, coeliac 
axis aneurysms are usually recognised only after 
rupture into the abdominal cavity or as an incidental 
ultrasound or CT finding. In light of the recent 
diagnostic advances (ultrasound, CT, MR) it is now 
possible to arrive quickly and non-invasively at a 
diagnosis, and the incidence of asymptomatic cases is 
increasing. 5 Such asymptomatic aneurysms are often 
small: in 66% of the cases from 0.5 to 5 cm in diameter 
with an average of approximately 2.5 cm, although 
there have been reports of aneurysms with diameters 
of up to 15 cm. 
Coeliac axis aneurysms are usually fusiform, tend to 
involve the branches of the coeliac axis, and maybe are 
associated with aneurysms of other splanchnic ves- 
sels. Rupture is the most serious complication: the 
aneurysm in fact tends to rupture into the retro- 
epiploic space or into the peritoneum, less often into 
the stomach, biliary system, duodenum, or right 
pleural cavity. 5'9 
Beginning with the first surgical report by Schu- 
reacher and Siderys in 1958, 668 operations have been 
described in the literature, consisting mainly in recon- 
struction of the coeliac axis with aneurysmectomy 
(79%) or ligation of the axis with re-establishment of 
vascular continuity (21%). 7'8 Surgical mortality has 
been approximately 8%. Apart from a report in the 
literature dating back to 1910 (laparotomy followed by 
placement of 150 steel "nails "9 the present case report 
would appear to be the first to describe ndoluminal 
occlusion of a coeliac axis aneurysm. It represent a
valid option in selected, high-risk patients. However, 
after embolisation it is vital to ensure that there is no 
blood flow in the aneurysm otherwise the risk of 
rupture remains. 
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